A questionnaire was sent to all 820 consultants and 191 senior registrars in the acute specialties in the North Thames (West) Region. A personalised letter assured participants of anonymity and offered the opportunity to telephone the authors to discuss the study. An opt out form invited non-participants to express their reasons for not taking part. Each respondent returned a sheet separately confirming participation in the study to enable us to send a reminder to clinicians who had not responded within two months. There was an initial response rate of over 65% after which a reminder was sent to non-respondents.
QUESTIONNAIRE DESIGN (APPENDIX)
The questionnaire covered the following topics:
(1) Characteristics of respondents -Basic demographic information consisted of grade, age, sex, years since qualification.
(2) Experience oflitigation -The respondent was asked whether they had ever been involved in litigation. Those who answered yes were asked if an award had been made and whether the case had reached court. The frequency or date of litigation was not asked for as this might make identification possible. Before the main study, the questionnaire was submitted for comment to a small group of senior clinicians and was successively revised. After this it was piloted on 10 further clinicians.
ANALYSIS
The results were summarised and analysed according to grade (consultant or senior registrar), whether the clinician had been involved in litigation or not, and by specialty. The thought to be important for maintaining hospital trusts and for repairing the doctor-patient relation, and it was appreciated that some patients might prefer a second opinion or change of doctor or hospital. Rectifying problems within the present legal system, faster alternative systems of compensation, and no fault compensation were suggested by some but were not seen as the most pressing need. A few doctors discussed reducing levels of compensation or reducing access to legal aid.
HELPING STAFF INVOLVED IN LITIGATION
The psychological effects on staff (table 2) were often referred to and support from friends, colleagues, management, and outside professionals was seen as important. There were embittered and angry comments about the lack of personal support from managers, with descriptions of unfair criticism, judgement, and witch hunting. Management was criticised for a lack of awareness of the effect of litigation on doctors and for failing to consider doctors' needs. Many thought that managers should take a more active interest in defending cases and supporting the staff concerned. Support groups and legal advice within the hospital system were often proposed, both as an information resource and for moral support. Over a quarter of doctors suggested the formal provision of a counselling service and nominated mentors to whom they could refer. Medicolegal advice and training in how to avoid and deal with complaints and litigation were requested together with support and guidance for doctors involved in litigation. A few specifically mentioned risk management training. Discussion Over a third of our sample of senior clinicians had been involved in litigation with the highest risk specialties being orthopaedic surgeons and obstetricians (over 70% who had had experience of litigation). Litigation is described by doctors as a distressing and disturbing experience. During the litigation process staff often feel isolated from colleagues and unsupported by management. At times the strain is severe; there were more recommendations for counselling for staff involved in litigation than for patients. Although defensive medicine does not seem common, low morale from litigation is evident.
The principal suggestions for reducing litigation and adverse events are the training and supervision of junior staff, reducing workload, improving the standard of equipment, the use of protocols, and most important of all, communication. Clearly some of these have financial implications and may need to be resolved at trust board level; adequate equipment and staffing are a necessary precondition of running a safe and effective unit. Many safety issues, however, concern the internal organisation of units and, in particular, the communication and relations between different professions, specialties, and grades of staff. Although traditional audit topics have generally focused on specific clinical practices, they should be extended to include reviews of communication pathways and practices of supervision. Risk management as one piece of the quality jigsaw25 will hopefully evolve in a way that encourages close collaboration with clinical audit. Few other quality initiatives focus directly on the most serious incidents, and yet their analyses may be one of the most effective ways of uncovering broader organizational problems that may in turn become the targets of systematic audits. 26 27 Communication between staff and patients was often highlighted. Over 50% of the clinicians mentioned poor communication as a factor in contributing to errors or litigation, a finding which accords with recent research on the reasons patients take legal action.5 Studies in the United States also suggest that it is poor communication, rather than obviously deficient care, that most clearly distinguishes clinicians with a history of malpractice litigation.2627
Clearly more emphasis must be put on communication training throughout the medical career, at present an aspect still treated as secondary in undergraduate and postgraduate development. 28 A systematic approach to risk management across an entire hospital has yet to be developed, at least within the United Kingdom National Health Service, but risk management protocols have been developed in some specialties. Beard Thank you for taking part in the study
